The 
Even though the Ghanaian population may be regarded as "youthful" (US Bureau of the Census, 1998), the percentage of older persons in the total population has increased dramati cally over recent years (Adlakha, 1996) . In 1996, persons aged 60 and over constituted less than 5% of the Ghanaian population (US Bureau o fth e Census, !996a,b). It is pro jected that by 2025 the population aged 60 and over will increase to 12.4% of the total population (US Bureau of the Census, 1996b) . While the size ofthe older population in per centage terms is expected to remain small, the absolute num ber of persons aged 65 years and over is expected to increase from 514 985 in 1994 to over a million in 2020 (Adlakha, 1996) . Persons aged 60 years and over will number 1.7 mil lion in 2020 (Apt, 1997) .
The growth in the older population is due in part to an increase in life expectancy. In 1998 in Ghana, life expectancy at birth was 56.8 years. This figure is projected to increase to 60.6 years by 2010 (US Bureau ofthe Census, 1999) .
The majority of older Ghanaians (persons aged 60 and over), about 72%, live in the rural areas of the country, although there has been a large increase in the number who live in urban areas (Apt, 1995) . As in other parts of Africa, rural-urban migration in Ghana has been dominated by the youth ( 15-34 years), who move to the urban areas for educa tion and employment opportunities (Nabila, 1986) . Given this migration trend, it may be expected that the rural popula tion will age more rapidly than the urban population. About 69% of the total Ghanaian population lives in small isolated rural communities (Nukunya, 1992) .
As in other parts ofthe world, the elderly Ghanaian popula tion is predominantly female -about 52% (Apt, 1994) . Elderly Ghanaians generally have lower incomes than per sons in all other age groups, excluding children. The majority of older persons engage in informal labour, as peasant farm ers, artisans, masons, craftsmen and traders (Apt, 1994) . Incomes in the informal sector tend to be low and unstable. Although no recent data are available on yearly income dif ferentials o f rural and urban olderpersons, a sizeable percent age o f the urban dwellers presumably were previously employed in the formal sector and enjoyed a higher income than their rural counterparts. (A survey conducted on poverty and income differentials in rural and urban areas classified 27% of urban dwellers and 44% of rural dwellers as poor (llimmer, 1992) .)
The vast majority of older Ghanaians (99%) live in the community and share a home with family members -i.e. they do not live in an institution. Traditionally, family members cared for their older relatives. However, the traditional family structure in Ghana is changing, which has impacted on the provision of care and support to older persons.
Although research on elderly Africans has expanded sig nificantly over the past few years, little is known about the health-care needs of the older population in the rural areas. Indeed, only a few programmes exist to address the health-care o f this rural population (Rosenmayr, 1991) . This paper focusses on the health-care needs of elderly per sons who live in rural areas o f Ghana. First, the country's plu ralistic health-care system and how it functions to meet the needs of older Ghanaians are briefly examined. Thereafter, measures are proposed to meet the health-care needs ofthe rural-based older population.
The Ghanaian health-care system
In pre-colonial times, the health-care systems in most African countries were primarily in the domain of traditional healers. With the advent of colonial administrations, a Western bio medical system was introduced in the countries. Nonetheless, a sizeable percentage o f the Ghanaian population still relies on traditional medicine.
The Ghanaian ethnomedical system encompasses various types o f healers and healing practices. Am ong the subdisciplines are herbalists (practitioners who use herbs in their practice); fetish priests/priestesses (those who combine herbs and divination); faith healers (usually leaders of syn cretic churches who use prayer and religious rituals in their practice); traditional birth attendants (usually elderly women who assist mothers with deliveries); bone-setters (those skilled in the ability to treat bone fractures); and spiritual healers (those who use mediums and occults) (cf. Twumasi, 1975; Warren, Bova, Tregoning & Kliewer, 1982) .
Both traditional and modem medical systems are therefore operated in Ghana but they are independent of each other. The Ghanaian Ministry o f Health is responsible for the administration of formal health services, which are planned and delivered through regional and district offices. Under its primary health care (PHC) policy, community health centres were established in some mral areas -but few communities actually benefit from the implementation of the policy.
An emphasis in public hospitals is on cost recovery by charging user fees, a practice known locally as "cash and carry." Due to this system, the poorest Ghanaians (the major ity of whom live in the rural areas) suffer the greatest burden. The 1997 United Nations' Ghana Human Development Report notes that public spending on health tends to favour the more affluent section of the population, which is also urban based. According to the report, over 90% of the urban population has access to the formal health-care system, com pared to 45% of the rural population. Part and parcel of an urban/rural differential in this regard is the fact that more older people live in the rural areas than in the urban areas.
Health care for rural elderly Ghanaians
In general, resource constraints have prevented health policy makers in various developing countries from extending health-care services to rural areas equivalent to those in urban areas. Thus, access to health care is likely to be even more problematic for rural dwellers than for urban dwellers. Studies in Ghana (Apt, 1995; Banga, 1992 Banga, , 1993 and others have shown that rural dwellers have poorer health status and poorer access to health-care services, and may face cultural, socio-economic and environmental barriers which prevent them from utilizing services, compared to urban dwellers. Despite efforts to expand medical services in the mral areas of Ghana, disparities continue in the distribution of national health resources.
A major challenge is thus to develop policies, programmes and services to meet emerging and current health-care needs of this population and suggestions in this regard are made below.
Meeting the health-care needs of rural elderly Ghanaians

Community involvement in rural health care
In Ghana, the central government, through the Ministry of Health, has come to be viewed as the sole provider of health services, which has limited the involvement of local people in their health care. However, the District Assemblies (DAs) have been charged with the responsibility of addressing health and socio-economic needs at the district level. It is sug gested that the DAs should provide incentives to local people to support the establishment of community health posts in vil lages. Community involvement and responsibility for the facilities could be shared between the DAs and local commu nities.
Public health insurance for the elderly
Although in 1996 the government pledged free health care for the elderly, very little has been done to translate the pledge into reality. The institutionalization of some form o f free health-care services for the older population is essential. The creation of a state-subsidized national health-care insurance scheme to provide basic and preventive health services, regardless of income level, ability to pay, or prior labour force history, is proposed (Darkwa, 1997) . Optional health services could be provided at a fee to cover selected advanced surgical procedures. A portion o f the funding for a programme of this nature could come from the accumulated surpluses of the government's state-controlled monopsonies, such as the Cocoa Marketing Board. The initial goal of the government's dual pricing policy regarding its marketing boards was to use the surplus to subsidize the incomes of farmers. However, the fund has never been used for this pur pose; instead, the funds are invested in long-term foreign securities. Funding universal health care for the elderly from this source will be more consistent with the intended objec tive o f the fund.
Incentives to health workers to practise in rural settings
The majority of health workers in Ghana are trained in urban areas and prefer to remain in an urban area on completion of their training. This preference is partly because o f a lack of social amenities in the rural areas. There is also very little in their training which prepares them for practice in a frequently under-resourced and isolated rural environment. The encour agement and preparation of health workers to work in rural communities are essential, and the workers need to be sup ported in their work. To address the scarcity o f health person nel in the rural areas, it is proposed that the government enacts a Rural Incentive Act, which offers incentives to prac titioners to relocate to rural areas. Incentives could include higher remuneration, free accommodation, a car loan, and other facilities which will enable the practitioners to have a comparable level of comfort enjoyed by their urban counter parts.
Preventative community health
As with health-care systems in some other parts of Africa, the Ghanaian system is more reactive than proactive. Its focus is on curative medicine, as opposed to preventive medicine. It is proposed that the M inistry o f H ealth develops new approaches to health promotion, health education, health empowerment and disease prevention, and proactively addresses the health-care needs of the population, as well as those of the elderly rural population. Health maintenance in the elderly will reduce their need for health-care services and scarce resources will be available to meet other needs. Thus, what is broadly needed is a re-direction of health expenditure from a curative approach to a health promotion and disease prevention approach, and the expansion of preventative health services generally.
Establishing geriatric services at community health centres
Ghana has no precedent of establishing age-specific facilities for its citizens. Given the expected increase in the number of older persons, population policy makers should begin to explore the establishment of geriatric services within existing health-care facilities. Such services should also offer educa tion in nutrition, healthy living and disease prevention. To date, these areas have been under-emphasized in most com munity health programmes. Duodo (1998) has outlined sug gestions for the provision of geriatric services in Ghana.
Community-centred mobile rural health banks
Another way to address the health-care needs of the mral elderly is through the establishment o f community-centred mobile rural health banks. Hospitals located in urban areas should establish a mobile division which is responsible for making periodic visits to surrounding rural areas. The mobile vans will have trained medical staff, such as doctors and nurses, and basic medical and surgical equipment capable of providing basic health services. The vans will ply mral routes, making scheduled stops at designated mral locations. The system will be comparable to geriatric units on wheels. Rural mobile health units could operate under the umbrella of district and regional medical facilities which will co-ordinate their schedule.
Health databank electronic health information infrastructure
The need for and the use o f information technology by health providers in rural and remote areas of Ghana will be vital to the future delivery o f health services to these communities. Access to these technologies may overcome barriers of dis tance, cost, poor distribution of services, and a lack of support to health providers that at present restrict rural communities' access to the level of health services enjoyed by urban com munities. Health authorities and policy makers need to maxi mize the opportunities provided by health information technologies, to access and share support, to provide long-distance education, training and consultation, and to access a wide range of on-line health resources. Currently, there is an acute lack of health infonnation in Ghana which restricts health workers in their work.
Computer-based telecommunications systems, such as the Healthnct services already established by SatelLife in a num ber of African countries, are a way to address the paucity of information in the health sector. The SatelLife service com prises a system of Low Earth Orbit (LEO) satellites, simple ground stations, and radio and telephone based computer net works which link individual users to the network via HealthNet "nodes" in countries where HealthNet operates (SatelLife, 1996) . Currently, SatelLife has established a HealthNet service in two locations in Ghana -in Accra, the capital, and in Navrongo, in the North. The service provides access to the latest medical information, e-mail connectivity, electronic conferencing, and other services tailored to meet the current demands of its users This service could be expanded to provide health information to health workers operating in rural areas o f Ghana.
In addition, a wide range of interactive technology systems exists, such as Telehealth, which promises to improve access to health care in rural areas (Shcrps, 1996) . Telehealth could also enable health providers in rural and remote areas to access distant education and training programmes. However, the success of any telehealth service is dependent on the availability of communication services. An immediate and urgent need is to ensure that rural health-care providers have access to the basic information technology infrastructure needed for launching telemedicine. This is going to be one of the greatest challenges in the area of health care in Ghanasince Ghana, like most African countries, lacks electronic connectivity in the rural areas. Richardson (1997) has noted that rural communities represent the "last mile of connectiv ity." The African continent as a whole, with about 12% of the world's population, has only 2% ofthe global telephone net work.
Fortunately, there is a growing realisation in the country of the potential of information technology for development, thanks to efforts on the part of the government and interna tional donor agencies which are working to develop telecom munication structures in selected rural areas. For example, the USAID Leland initiative aims to provide 20 African countries, including Ghana, with connections up to 128 kilobits. In addition, the programme will provide assistance with materials, expertise, training and free internet access for a limited period. Similar efforts are being made by the United Nations' Economic Commission for Pan-African Develop ment Information Systems (PAD1S) initiative, which aims to establish low-cost and self-sustained nodes to provide access to electronic mail in 24 African countries. In addition, the African Information Society initiative, with its primary goal of building information and communication infrastructure in Africa, and the Acacia Project initiative, an international effort led by the Canadian-based International Development Research Council (1DRC) to empower Sub-Saharan African countries with the ability to apply information technology to health and socio-economic development, will enhance telemedicine in the country. The development o f such infra structure will not only enhance mral health-care delivery, but will also facilitate the establishment of a medical emergency response system in the rural areas.
A comprehensive rural health research agenda
There is a need to develop a comprehensive research agenda to study health-care issues in the rural areas. Health resources available to the older population in the rural areas as well as the unmet health-care needs ofthis population need to be doc umented. The recruitment, retention and training o f health manpower in the rural areas need to be investigated, as does the health-seeking behaviour of older persons in these areas both biomedical and ethnomedical help-seeking behaviour.
Political will
Ultimately, the distribution of health resources in Ghana, as in other countries world-wide, is based on political decisions. It is time that the Ghanaian authorities restructure the distri bution of the resources to proportionately benefit the rural areas. Thus, a commitment is required of political leaders to address the imbalances in health care in the country.
Conclusion
African countries are faced with an enormous need to provide hcalth-care services to older persons who live in mral areas. In Ghana, efforts should be made to bridge the rural-urban health gap and to provide appropriate health care through a w ell-planned investm ent program m e, w hereby more health-care facilities are provided and infrastructure is expanded in the mral areas. These projects may be supported through the District Assemblies with donor funds. Ghana is seekingto reform its national health system. A need for a pre vention-oriented approach to health care for older persons may be a partial solution to the problem of health-service delivery in the mral areas. Policy makers should thus invest more heavily in preventive medicine and less so in curative medicine. The effectiveness of a mral health-care delivery system for the elderly is contingent upon a co-ordinated national rural health-care plan and health-care infrastructure which will allow access to a national network of health resources.
M u lti-p ro n g e d and c o m p le m e n ta ry h e a lth -c a re programmes and strategies are thus needed to address the problem of poor health-care service provision to the older rural population. These efforts will require a political com mitment, fundamental restructuring in the distribution of health resources, community action to influence policy, and some tough political decisions and choices.
